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Summary 
Given the high number of people living with obesity, obesity must be considered a worldwide 
health issue. Apart from physiological impairments and co-morbid diseases, obesity has also a 
negative impact on the psychological well-being of those concerned. People with obesity are 
negatively affected on the social level due to obesity-related stigmatization. Up to this date, 
the understanding of stigma in the previous research has been limited by neglecting the 
sociological perspective and thus key questions such as by whom stigma is created and 
imparted and to what extent the socioeconomic status (SES) determines weight bias. 
Identifying stigmatizing groups and addressing the sociological dimensions of stigma research 
could not only contribute to a more comprehensive understanding of stigma but might also 
improve the development of effective interventions. The general aim of this dissertation 
project was therefore to identify social groups that stigmatize and discriminate against people 
with obesity. Within the systematic literature review (Bernard et al., 2019a) a comprehensive 
summary of published literature targeting the association between weight bias and SES in the 
general population was provided. The first empirical study (Bernard et al., 2019b) provided 
data from Germany focusing on weight bias in the form of non-altruistic behavior in a one-
on-one situation. The second empirical study (Bernard et al., 2019c) investigated in contrast 
weight bias on a more structural level. The results of the systematic review and both empirical 
studies are discussed with respect to theoretical approaches, cultural and governmental 
structures, and methodological shortcomings. This work provides thus a) theoretical 
implications as potential orientation for further research and b) methodological implications 
with regard to the assessment of weight bias. 
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1. Introduction 
1.1 The Measurement of Obesity 
Obesity is a condition that describes an excessive or abnormal accumulation of fat. The Body 
Mass Index (BMI) is a widely used parameter to measure a person’s weight status. The BMI 
describes a person’s body weight in relation to their body height and is calculated using the 
following formula: 
BMI = Body weight in kg
(Body height in m)2
 
According to the World Health Organization (WHO), weight status can be classified by using 
the BMI as shown in Table 1. A BMI between 25 and 29.99 kg/m2 indicates overweight, 
whereas individuals with a BMI equal to or higher than 30 kg/m2 can be considered obese 
(World Health Organization, 2019). Furthermore, obesity itself can be divided into three 
subgroups that describe the conditions’ severity.  
Table 1  
 
BMI Categorization 
Classification BMI (kg/m2) 
Underweight < 18.50 
Normal weight 18.50 < 24.99 
Overweight ≥ 25.00 < 29.99 
Obese ≥ 30.00 
Obese class I 30.00 < 34.99 
Obese class II 35.00 < 39.99 
Obese class III ≥ 40.00 
 
Despite the fact that the BMI is widely used to define a person’s weight status, it is 
controversial discussed and often criticized as an imprecise measurement because multiple 
factors (e.g., muscle mass and location of fat distribution) are excluded (Burkhauser & 
Cawley, 2008; Rothman, 2008; Williams et al., 2015). Other measurements (e.g., the weight-
to-hip ratio, waist-to stature ratio, and imaging techniques) have been suggested to assess 
obesity more precisely and to predict risk factors for numerous comorbid diseases (Akpinar et 
al., 2007). Although these alternative measurements are more accurate in predicting visceral 
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adiposity, cardiometabolic diseases, and mortality (Song et al., 2013), the BMI is endorsed as 
measurement nonetheless (Adab et al., 2018; Williams et al., 2015). Adab et al. stated the 
BMI “remains the most commonly used, widely accepted, and practical measure of obesity” 
(Adab et al., 2018, p. 2) because it is highly associated with the alternative measurements, and 
secondly alternative measurements add only a little information. Furthermore, based on the 
fact that assessing obesity by using the BMI displays the current state of the art in 
epidemiologic studies (Arroyo-Johnson & Mincey, 2016; Chooi et al., 2019; Inoue et al., 
2018) this work also applies the BMI as the measurement for weight status and thus obesity. 
 
1.2 The Prevalence of Obesity  
Obesity can be considered as a global health epidemic. According to the WHO, the number of 
people living with obesity has nearly tripled since 1975. In 2016, the number of adults with a 
BMI equal or higher than 25 kg/m2 was globally estimated at over 1.9 billion (39%), whereas 
650 million (13%) of them can be classified as obese with a BMI equal or higher than 30 
kg/m2. In Germany, the number of people with overweight is currently estimated between 
48.5% for women and 64.9% for men, whereas the rate for obesity amounts 20.4% for women 
and 24.2% for men (World Health Organization, 2020). As stated above, obesity is a global 
health issue, which implies that not only western societies are affected, but also developing 
and middle-income countries (NCD Risk Factor Collaboration; Ng et al., 2014).  
 
1.3 The Etiology of Obesity  
At a simplified level, obesity can be explained by impaired energy homeostasis, which is an 
imbalance of energy intake and expenditure. Physiologically seen, obesity occurs when a 
person’s energy intake is either too high and/or their calorie expenditure is too low, thus 
leading to a positive energy balance in the long term (Ulijaszek, 2008). There are, however, 
numerous complex causes and explanations of how a positive energy balance, and 
subsequently obesity, emerges. The causes described below should not be considered an 
exhaustive list, but rather a brief presentation of the most relevant explanatory models. 
Sharma and Padwal (2010), for instance, have discussed and structured several factors that 
lead to a positive energy balance. In their explanatory model, they stress three basic elements 
that regulate a person’s energy intake and expenditure (i.e., diet, metabolism, and activity) 
(Figure 1). As soon as a positive energy balance occurs in one of these elements without 
being equalized in the others, body weight increases. According to Sharma and Padwal 
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(2010), the element metabolism is influenced by a person’s age, gender, genetics, hormones, 
skeletal muscles, and medication. In contrast, the elements of diet and activity are affected by 
biomedical, mental, medical, and sociocultural factors (Figure 1). 
Figure 1 
 
Scheme of Factors That Can Influence Energy Balance 
 
Source: Sharma & Padwal (2010), page 363 
Apart from traditions, peer pressure, and habits, sociocultural factors also include obesogenic 
environments (Sharma & Padwal, 2010). In particular, the latter has been described as one 
potential cause of a positive energy balance (Swinburn et al., 1999; Ulijaszek, 2008). The 
term obesogenic environment was coined by Swinburn and colleagues (1999), who defined it 
as a living environment in which physical inactivity (e.g., through motorized mobility and 
sedentary behavior) and high energy intake (e.g., through the ubiquitous availability of 
energy-dense food (Ulijaszek, 2008) is encouraged (Lake et al., 2010; Swinburn et al., 1999). 
The demand for and consumption of industrially processed convenience foods, as well as 
delivery and takeaway services, have also risen because of sociocultural transformations in 
societies. To give just one example of social-cultural transformations, Ulijaszek identified the 
increased number of women in employment over the past decades as one potential 
explanation of how time constraints impede home cooking and enhance the consumption of 
convenience foods and the like (Ulijaszek, 2008). The decision for energy-dense foods, 
however, can also be traced back to socioeconomic disparities. Studies have shown that 
healthier diets are more expensive (Andreyeva et al., 2010; Hirvonen et al., 2020; Rao et al., 
2013) and that “socioeconomic disparities in diet quality may be explained by the higher cost 
of healthy diets” (Darmon & Drewnowski, 2015, p. 643). In addition, Daniel emphasized 
other factors besides the absolute food costs that influence diet-related choices among low-
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income consumers (Daniel, 2020). For example, she showed how families with lower income 
are particularly at risk to choose food options that meet their children's tastes (i.e., often 
calorie-dense and nutrition-poor foods) in order to minimize food waste (Daniel, 2016). A 
lack of knowledge regarding a healthy diet might also contribute to socioeconomic disparities 
(Sharma & Padwal, 2010). 
However, this explanatory model does not give an overall explanation of why and how some 
individuals living in obesogenic environments become obese and others do not. In our 
evolutionary history, conserving energy as adipose tissue has been beneficial for survivorship 
in times of food shortage (Ulijaszek, 2008). Today, BMI variations across and within 
populations can be ascribed, for example, to genotypes that are more or less susceptible to 
obesogenic environments (Ulijaszek, 2008). Studies have shown genetic and heritable factors 
to be responsible for 45–75% of BMI variation among individuals (Farooqi & O'Rahilly, 
2007).  
In addition, sleep disturbances (Cappuccio et al., 2008), mental disorders (Gariepy et al., 
2010; Mannan et al., 2016), stress (Incollingo Rodriguez et al., 2015; Sinha, 2018; Sinha & 
Jastreboff, 2013), eating disorders (Frayn & Knäuper, 2018; Gallant et al., 2012; Schag et al., 
2013) endocrine disorders (Cipolla-Neto et al., 2014; Newbold et al., 2008), and certain 
medications have been found to be associated with impaired energy homeostasis or rather 
obesity. 
 
1.4 Consequences of Obesity  
People living with obesity face wide-ranging physical consequences and impairments on a 
daily basis. The health-related consequences of being obese are far-reaching and tremendous 
for those concerned. Apart from the physical limitations that come along with (severe) 
obesity, obesity is associated with several comorbid diseases (Williams et al., 2015), such as 
certain forms of cancer (Lauby-Secretan et al., 2016), cardiovascular diseases (Riaz et al., 
2018), liver and gall bladder disease, osteoarthritis (Guh et al., 2009; Kulkarni et al., 2016), 
type 2 diabetes (Abdullah et al., 2010; Klil-Drori et al., 2017), sleep apnea (Almendros et al., 
2020) as well as depression (Milaneschi et al., 2019; Pereira-Miranda et al., 2017). Obesity is 
also associated with higher rates of mortality (Abdelaal et al., 2017; Flegal et al., 2013).  
In addition, people with obesity are negatively affected on a social level due to stigmatization 
in their everyday lives. The term stigma originates from the Greek practice of branding slaves 
who tried to escape with a specific sign, which was called stigma (Funk, 2011). Since then, 
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the meaning of stigma has been extended. Today, a stigma describes any mark that would 
deviate the one who is carrying it from the norm (Jones et al., 1984). Goffman specifies the 
term stigma as an “attribute that is deeply discrediting” and which transforms the one affected 
“from a whole and usual person, to a tainted, discounted one” (Goffman, 1963, p. 3). Stigma 
has been researched for a great variety of circumstances and across several disciplines (e.g., 
psychology, sociology, political science, and anthropology) in which different suggestions on 
how to define stigma have been made (Link & Phelan, 2001). Link and Phelan have 
suggested using the term stigma “when elements of labeling, stereotyping, separation, status 
loss, and discrimination occur together in a power situation that allows them” (Link & Phelan, 
2001, p. 15). In the following, these elements of the stigmatization process will be outlined.  
The process of stigmatization (displayed in Figure 2) can be divided into four stages. In the 
first stage, a characteristic or condition (e.g., skin color, sex, sexual preference, or weight 
status) is recognized as such. Some conditions, like obesity, can further be described as 
unconcealable. In contrast to concealable characteristics, visible conditions, such as obesity, 
cannot be hidden and might hence influence a person’s first impression.   
Figure 2 
 
The Process of Stigmatization 
 
Source: Link and Phelan (2001) 
The second stage describes how negative stereotypes, either conscious (i.e., explicit attitudes) 
or unconscious (i.e., implicit attitudes), are associated with a stigmatized condition. Negative 
stereotypes are moreover enforced when a condition is perceived as controllable. Previous 
research on Attribution Theory has investigated how the perceived controllability (and 
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individual responsibility) of a condition enhances negative reactions such as blame, anger, 
and a lack of sympathy (Joslyn & Haider-Markel, 2019; Weiner et al., 1988). Several studies 
have shown that obesity is viewed as a controllable condition and is therefore often punished 
by negative reactions (Crandall, 1994; DeJong, 1980; Hansson & Rasmussen, 2014; Pearl, 
2018; Puhl & Brownell, 2003). Based on the perception of individual responsibility, people 
with obesity are linked to negative attributes including being unintelligent, weak-willed, and 
undisciplined (Hilbert et al., 2008; Pearl, 2018; Puhl & Heuer, 2009; Sikorski et al., 2012). 
The multifaceted, uncontrollable causes of obesity, like those mentioned above, are often 
ignored or disregarded. There is evidence that people with obesity are not only blamed and 
stigmatized by the general public (Hilbert et al., 2008; Sikorski et al., 2011) but also by health 
care professionals (Ekeagwu, 2017; Jung et al., 2015; Phelan et al., 2015; Rubino et al., 2020; 
Schwartz et al., 2003; Tomiyama et al., 2018). 
According to Link and Phelan (2001), stereotyping people based on a stigmatized 
characteristic alone cannot be equated with stigmatization. Stigmatization also includes status 
loss, discrimination, and exclusion as elements for which some kind of social, political, or 
economic power is needed. Excluding people with obesity is embedded in the third stage of 
the stigmatization process. This stage describes how people with obesity are set apart from 
people without obesity based on perceived differences and negative stereotypes. Link and 
Phelan (2014), for instance, describe this process as separating “us” from “them”; a process 
that results in excluding and avoiding people with a stigmatized condition. Social distance 
toward people with obesity occurs not only among adults (Kim et al., 2019; Pearl et al., 2012; 
Sikorski et al., 2015; Sobal, 2005) but also among children (Latner & Stunkard, 2001; Latner 
& Stunkard, 2003; Rubino et al., 2020), which might be an indication of how early 
resentments are manifested through the process of socialization.  
By labeling people with obesity as different (i.e., first stage), assigning negative attributes to 
them (i.e., second stage), and keeping them at a distance (i.e., third stage), discrimination, 
which is the fourth stage, is legitimated (Link & Phelan, 2001). Discrimination can be 
expressed by devaluing, rejecting, and excluding stigmatized people on a structural level 
(Link & Phelan, 2001). Research has documented over the past decades how and in which 
areas of life people with obesity are affected by discrimination (Pearl, 2018; Puhl & Brownell, 
2001; Puhl & Heuer, 2009; Rubino et al., 2020). There is strong evidence how discrimination 
against people with obesity has manifested on the labor market, e.g., in the form of 
disadvantages in hiring, smaller wages, and denied promotions (Roehling et al., 2013; 
Vanhove & Gordon, 2014); within the health-care system for example through negative 
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attitudes of health care professionals (e.g., physicians, nurses, medical students, and 
dietitians) toward patients with obesity (Ekeagwu, 2017; Phelan et al., 2015); and among all 
stages of education, for instance, in the form of negative attitudes expressed by educators and 
peers as well as a lack of parental support (Hill et al., 2019; Puhl et al., 2013). As Figure 2 
emphasized, stigmatization and discrimination are closely linked to each other. Although this 
paper focuses on the stigma of obesity, throughout this paper the term weight bias will refer to 
weight-based stigmatization and discrimination. However,  it will be differentiated between 
these two concepts whenever needed. 
As Link and Phelan have pointed out, both groups “with and without power label and form 
stereotypes about the other group … But what matters is whose cognitions prevail … [and] 
carry sufficient clout in social, cultural, economic, and political spheres to lead to important 
consequences for the group that has been labeled as different” (Link & Phelan, 2001, 
p. 378).” In other words, only individuals who are socially, economically, politically, or in 
any other way, disadvantaged by negative labeling and stereotyping can be considered as 
stigmatized. They also emphasize that sociological studies are much needed to comprehend 
“the social processes that allow one group’s views to dominate …” (Link & Phelan, 2001, 
p. 371). To date, the understanding of stigma in previous research has been limited by 
neglecting key questions, such as how and by whom stigma is created and imparted (Tyler, 
2018). 
By focusing mainly on the recipient of weight bias, the responsibility of exclusion and 
devaluation might be misdirected. The source or rather the producer of rejection should thus 
be moved to the center of research (Link & Phelan, 2001). Identifying stigmatizing groups 
and their motivation might not only contribute to a more comprehensive understanding of 
stigma but also improve the development of effective interventions. Interventions are badly 
needed considering the negative consequences of stigmatization (Pearl & Puhl, 2018; Puhl et 
al., 2020; Puhl & Heuer, 2010) such as the internalization and self-attribution of negative 
stereotypes. Pearl and Puhl, for instance, have reviewed the consequences of weight bias 
internalization (WBI) and found associations between WBI and mental health issues (e.g. 
depression, anxiety, and poor body image) as well as negative physical outcomes (e.g. 
reduced physical activity and poor diet), which, in turn, leads to more weight gain (Pearl & 
Puhl, 2018). The general aim of this dissertation project is therefore to identify social groups 
that stigmatize and discriminate against people with obesity.  
Culture and socialization might determine the characteristics and conditions that are singled 
out as desirable or traits to be stigmatized. However, neither culture and socialization 
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processes, nor the perception of characteristics are unalterable but might change over time. In 
Western societies, for example, thinness has been considered as the generally propagated 
ideal of beauty and a symbol of success (Gramaglia et al., 2018; McLaren, 2007), whereas in 
developing countries, obesity has, for a long time, been viewed as a sign of well-being and 
wealth. Within the last few decades, however, the perception of obesity and the ideal of 
beauty has likewise adjusted in developing countries (Brewis et al., 2011; Brewis et al., 2018; 
Monteiro et al., 2004).  
The perception of obesity might thus be linked, through culture and socialization processes, to 
socioeconomic status (SES). Obesity is moreover highly associated with lower socioeconomic 
status and might thus be seen as an identification mark for (lower) social status group 
(Newton et al., 2017). According to Bourdieu, stigma can be considered as a form of 
symbolic power that often works without being recognized as such due to cultural norms 
(Link & Phelan, 2014). Phelan and colleagues (Phelan et al., 2008) adopted Bourdieu's 
theorizing and distinguished between three functions of stigma: keeping people in, keeping 
people away, and keeping people down. Keeping people down describes exploitation and 
domination in order to attain wealth, power, and a high(er) social status.  
 
1.5 Aim of the Dissertation 
In this dissertation project, the association of social power (in the form of socioeconomic 
status) and obesity-related weight bias was investigated. Although there is some evidence that 
this association has diminished over time in the US (Zhang & Wang, 2004), it was assumed 
that groups with a high socioeconomic status would show stronger stigmatizing attitudes 
toward people with obesity, which could also be considered as social groups with low 
socioeconomic status (and social power) (Dinsa et al., 2012; Frederick et al., 2014).  
In the first step, a systematic literature search of existing research was conducted. Studies that 
investigated weight-related discrimination and stigmatization among different social status 
groups were systematically reviewed. After the systematic review aimed to investigate 
general weight bias, the second study focused particularly on the third stage of the 
stigmatization process, i.e. separating “us” from “them”.  Therefore, an experimental 
approach was applied, the dictator game. The dictator game assessed altruistic behavior 
toward people with and without obesity, which enables an ingroup/outgroup comparison on 
an individual level. The third study addressed the fourth stage of the stigmatization process, 
discrimination. It was therefore aimed to survey attitudes on a structural level. Participants’ 
Introduction 
  10 
attitudes toward the German health statutory system were investigated. It was particularly 
assessed whether health care contributions should be adjusted with regard to health status, i.e. 
weight status and which factors reinforce participants’ opinions. Both empirical studies were 
conducted using the same German convenience sample.  
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2. Does Weight-Related Stigmatization and 
Discrimination Depend on Educational Attainment 
and Level of Income? A Systematic Review 
Objectives: Obesity is considered a global health issue, not only because of its health-related 
consequences but also because of its impact on social status as a result of stigma. This study 
aims to review the quantitative state of research regarding socioeconomic characteristics’ 
influence on weight-related stigmatization and discrimination. Based on Bourdieu’s Theory of 
Class and his concept of “habitus,” it is assumed that people with a higher level of education 
and income show stronger negative attitudes toward people with obesity.  
Method: A narrative systematic literature review was conducted in 2017 using PubMed, 
PsychINFO, Web of Science, and the Cochrane Library. Seventeen studies that measured 
weight bias and either educational attainment or level of income were included in the 
analysis.  
Results: The results of the studies included were inconsistent: eight of these studies were 
found to support the hypothesis, whereas two of the studies contradicted it. One study 
reported significant but contradictory findings. The remaining six studies did not show any 
significant correlation between weight bias and either education or income.  
Conclusion: In light of the inconsistent and heterogeneous results of the studies that report a 
significant association between weight bias and socioeconomic variables, the findings must be 
discussed concerning their cultural context, i.e., cultural and governmental differences. 
Furthermore, educational attainment seems to be more likely to predict weight bias than 
income. The review revealed a lack of research when it came to examining the impact of 
socioeconomic capital on weight bias. 
 
For full text see page 12.
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3. From Literature to Empirical Research 
The systematic review of the literature examined the association between weight bias and 
socioeconomic variables and revealed contradictory findings in studies of different origins. 
These discrepancies might indicate how obesity and its causes are perceived and how these 
perceptions depend on underlying sociocultural perspectives, as Bourdieu (1987) suggested. 
The hypothesis initially proposed must therefore be reconsidered. For example, in countries 
where health and wealth are viewed as a result of individual responsibility, obesity might be 
associated with personal failure (Brownell et al., 2010). In contrast, in countries where the 
circumstances are considered to determine a person’s individual situation, obesity might not 
solely be seen as self-inflicted.  
The systematic review revealed a converse association (i.e., less weight bias with an increased 
SES) among two German studies, whereas a third German study reported mixed results (i.e., 
significant positive and negative associations between different forms of weight bias and 
SES). Although the majority of the German population perceived individual behavior as a 
determinant for obesity, external factors like an obesogenic environment and genetic factors 
were also considered as causes for obesity (Hilbert et al., 2007). In light of these contradictory 
results between the German studies, it was decided to further investigate exploratively weight 
bias only in Germany.  
Since the systematic review found only studies that measured weight bias using (validated) 
scales but no experimental approach, the dictator game (Kahneman et al., 1986) was applied. 
The dictator game, which is an economic game that assesses altruistic behavior, has not 
previously been applied to investigate weight bias. In order to obtain a better understanding of 
the situations in which weight bias occurs, the following study focused on the third stage of 
the stigmatization process. Once this process leads to a separation of “us” and “them” (i.e., 
the third stage of the stigmatization process) (Link & Phelan, 2001), according to Schabert et 
al. ingroup vs. outgroup comparisons are drawn (Schabert et al., 2013). As discrimination can 
be understood as biased behavior that leads to unfairly favoring one group over another 
(Dovidio et al., 2010), it was tested whether people of normal weight would favor opponents 
in their in-group (i.e., same weight status) and penalize individuals of an out-group (i.e., 
different weight status). It was consequently assumed that altruistic behavior differs toward 
people with and without obesity. If and to what extent the socioeconomic status is associated 
with altruistic behavior toward different weight groups was assessed exploratively. 
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4. Altruistic Behavior Depending on Opponents’ Body 
Weight: An Experimental Approach 
Background Obesity is a worldwide public health issue, not only because it is associated 
with numerous comorbid diseases but also because of its impact on the social level. This 
study aims to investigate a) whether altruistic behavior differs between people with obesity in 
comparison toward people who are not obese, b) altruistic behavior toward people who are 
obese, in particular, women who are obese, and c) implicit and explicit attitudes toward 
people with obesity as predictors for divergent altruistic behavior. 
Methods An experimental approach called the Dictator Game was applied. In total, 168 
participants of normal weight were asked to divide a monetary reward between themselves 
and two opponents, one person who was obese and the other who had a normal weight. In 
addition, participants’ implicit and explicit attitudes toward people with obesity as well as 
other sociodemographic data were assessed.  
Results We found that altruistic behavior did a) not differ between obese and nonobese 
opponents (t(166)=-0.57, p=0.71), nor did we find b) less altruistic attitudes toward women 
with obesity (t(85)=-0.03, p=0.39). Linear regression models show c) less altruistic behavior 
among people with stronger explicit antifat attitudes (p=0.015). However, although we found 
that participants held implicit attitudes toward people with obesity, these attitudes did not 
predict altruistic behavior toward people with obesity. 
Conclusion Although numerous studies reported discrimination toward people with obesity in 
several areas of life, we did not find discrimination in the form of less altruistic behavior 
toward people with obesity. Moreover, despite we found implicit antifat attitudes among the 
participants, these attitudes did not predict altruistic behavior toward people of divergent 
weight groups. Therefore, future research should investigate a) more intensively the diverse 
facets of discrimination toward people with obesity, b) if and to what extent implicit antifat 
attitudes have a quantifiable impact on the stigmatization and or discrimination process, and 
c) the hypotheses in a more hidden way since manipulation check revealed that the majority 
of participant anticipated the underlying idea of the dictator game.  
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5. Empirical Research From a Different Angle 
The previous study investigated weight bias that was defined as disadvantageous to members 
of an out-group as a result of in-group favoritism. The experimental approach did not reveal 
unequal altruistic behavior toward different weight groups (based on socioeconomic 
differences). These insignificant findings might result from a) the experimental setup that did 
not conceal its underlying intention as desired and b) nonaltruistic behavior toward out-
groups, which might not be as severe on an individual level.  
As outlined above, Phelan et al. (2008) named three underlying causes of stigmatization: 
keeping people down, keeping them away, and keeping them in. The latter is exercised to 
enforce social norms such as being of normal weight. However, the producer of 
stigmatization might also be pressured to comply with social norms. For instance, acting less 
altruistically toward others can be considered deviant behavior. Taking social desirability into 
account, this kind of norm violation might also be associated with higher social costs. On an 
individual level, deviated norms can directly be traced back to the deviant, which means that 
non-altruistic behavior on an individual level tends to be punished on a social level. 
Discriminating people with obesity on a structural level, on the other hand, might be 
associated with lower social costs. Weight bias on a structural level might not be recognized 
as such since individuals only need to follow the existing discriminating structures (Pincus, 
1996) and might consequently not be socially punished. The final study thus aimed to 
investigate the fourth stage of stigmatization, structural discrimination. In this final study, 
weight bias was assessed on a more structural level by focusing on the societal impact of 
obesity, that is, its related costs. 
The rising number of people living with obesity worldwide affects societies because of the 
increased obesity-related health care expenditures (Effertz et al., 2016). The direct costs of 
obesity refer to preventive intervention as well as the treatment of obesity and its related 
comorbid diseases. Indirect costs stem from early retirement, reduced productivity at work or 
being incapable to work, and premature death. In Germany, the annual estimated direct and 
indirect costs of obesity can be estimated in the double-digit billion range  (Effertz et al., 
2016). These costs are mostly covered by the statutory health insurance system, in which 
every individual pays the same percentage of their income for health insurance. To assess 
weight bias in a more structural context, this final study aimed to investigate participants’ 
opinions on this system of health care contributions. In particular, the study’s goal was to 
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examine whether people with obesity should pay a higher contribution rate compared to 
people of normal weight. Since this issue has not been addressed in Germany before, a pilot 
study was conducted.  It was assumed that participants would suggest a higher contribution 
rate for people with obesity to cover the increase of obesity-related health care costs.  
Based on the fact that the previous study (Bernard et al., 2019b) did not reveal an association 
between SES and weight bias, this study aimed again to exploratively investigate a) if there is 
any connection between these two constructs, and if so b), the direction of this association.
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6. Weigh More, Pay More?  
Public’s Opinion on Varying Health Insurance 
Contributions Among Divergent Weight Groups 
Background The prevalence of obesity and its related costs has increased over the past 
decades. In Germany, obesity-related costs are merely covered by statuary health insurance. 
Within the statutory health care system, the health insurance contributions do not differ 
between people with and without health issues, such as being obese. This study aims to 
investigate the public’s opinion about whether people with obesity should pay a higher 
proportional health care contribution than people of normal weight.  
Methods We conducted a pilot study and collected therefore data of a convenience sample. In 
total, 179 participants who perceived themselves to be of normal weight (51.40% female; age 
M=32.46, SD=5.74) were surveyed using a questionnaire. Within this questionnaire, the 
participants had to rate how high the proportional health care contribution for people with and 
without obesity should be. Moreover, we assessed participants’ antifat attitudes by applying 
the Fat Phobia Scale and the Implicit Association Test.   
Results A paired t-test revealed that participants suggest a significantly higher proportional 
contribution for health insurance for people with obesity compared to people with normal 
weight (t (178) = 4.51, p<0.001). Logistic regression analysis indicates that people with 
stronger explicit (OR=8.77, p<0.001) and implicit stigma (OR=1.06, p=0.018), and higher 
BMI (OR=1.27, p=0.04) are more likely to suggest an increased contribution rate for people 
with obesity. 
Conclusion Although we found that participants suggested higher contribution rates for 
people with obesity, overall only one-quarter of the participants suggested higher contribution 
rates for people with obesity, whereas almost three-quarter of participants did not distinguish 
the contribution rate for people with and without obesity. Moreover, we found that the 
participants called for higher insurance premiums for people with and without obesity. 
Therefore, future studies should consider giving more information about the statutory health 
care system or the health care contribution rate before asking participants about their opinion. 
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7. Discussion 
Considering the escalating prevalence rate, negative health outcomes, and increased health 
expenditures involved, obesity must be considered a global public health issue. People living 
with obesity are not only confronted with the consequent restriction in their daily lives or 
numerous comorbidities but are also negatively affected by adverse reactions from their social 
environment. These negative social consequences can be categorized under the term 
stigmatization. 
Phelan et al. (2008) have discussed three potential causes (i.e., keeping people in, down, and 
away) to answer the question of why stigmatization occurs in the first place. Stigma was 
previously considered a normative tool to push individuals into the desired behavior that 
complies with existing social norms (Phelan et al., 2008). Individuals who do not conform to 
the social norm, such as people with obesity (Clinard & Meier, 2015), are punished by 
stigmatization. It was previously expected that noncompliant individuals attempt to avoid 
stigmatization and its negative consequences and would therefore adjust their behavior 
inasmuch as they would fit in again.  
A growing body of literature, however, has shown the contrary. Research has indicated 
disordered and unhealthy eating patterns (Vartanian & Porter, 2016) such as binge eating and 
increased food consumption as well as a reduced physical activity among those who have 
experienced weight stigma (Pearl, 2018; Puhl & Suh, 2015). These consequences of stigma 
accumulate in further weight gain and consequently weight stigma, which is a vicious circle 
(Puhl et al., 2020; Puhl & Heuer, 2010). Overall, weight stigma is associated with negative 
physical and psychological outcomes (Wu & Berry, 2018). For example, stigmatization and 
discrimination play a major role when it comes to the mental health of those concerned. 
People who experienced obesity-related stigmatization are more likely to develop depression 
and anxiety disorders (Jackson, 2016; Pearl, 2018; Puhl & Heuer, 2010). Moreover, weight 
stigma was found to have a negative impact on self-esteem, self-acceptance, body image 
dissatisfaction as well as on life satisfaction and quality of life (Jackson, 2016; Puhl et al., 
2020). In addition, self-stigmatization, which is defined by the process of internalizing 
negative attributes and stereotypes, affects mental health in a number of ways. Internalized 
stigma leads to a feeling of guilt and thus to more negative physical and mental health 
outcomes. Self-stigmatization can thus be seen as (another) level of being stigmatized and 
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might consequently be added in Link and Phelan’s concept of stigma (2001), for example, as 
the fifth stage of stigmatization.  
In consideration of the numerous negative consequences that people living with obesity 
experience in their daily lives, interventions to reduce weight bias are urgently needed. For 
example, stigma-reducing interventions for the general population might improve the 
situation of those concerned. The effectiveness of interventions that seek to reduce weight 
bias by addressing the uncontrollability of obesity has been summarized in a comprehensive 
review (Daníelsdóttir et al., 2010), which has only found mixed evidence of effectiveness. 
Hagarty and Golden (2008) have argued that the Attribution Theory is merely supported by 
correlational evidence instead of experimental findings. In their experimental study, they 
found that manipulations of attributional beliefs did not affect stigmatizing attitudes (Hegarty 
& Golden, 2008). To develop effective and tailor-made interventions, it might be beneficial to 
characterize social groups in greater detail that tend to stigmatize and, in this way, to better 
understand the situations in which stigmatization occurs. By focusing on the source or rather 
the producer of stigmatization the burden of stigmatization and the need for change is shifted 
away from the ones who are already strained. The aim of this dissertation project was hence 
to investigate the stigma of obesity and identify stigmatizing groups.  
In addition, this dissertation also addressed the issue of social power (in the form of 
socioeconomic status) on stigmatizing and discriminating attitudes toward people with 
obesity. This is an area where sociological research is severely lacking. In order to identify 
social groups that stigmatize, this dissertation project followed Phelan et al.’s (2008) 
theoretical approach of “keeping people down” as a potential cause of stigmatization. 
Following this line of reasoning, it was assumed that in order to maintain their higher social 
status people with a higher socioeconomic status would suppress and thus stigmatize people 
with obesity more strongly. Although there is some evidence that this association has 
diminished over time in the US (Zhang & Wang, 2004), it was assumed that groups with a 
high socioeconomic status would show stronger stigmatizing attitudes toward people with 
obesity. This assumption was made based on the documented negative association between 
SES and weight status (Cohen et al., 2013; Sobal & Stunkard, 1989), whereas this relationship 
can be characterized as bidirectional (Kim et al., 2017; Kim & Knesebeck, 2018). Weight 
status was therefore hypothesized to be a metaphor of the individuals’ SES in line with 
Bourdieu’s Theory of Class and his concept of habitus (Bourdieu, 2013). 
The aim was to investigate this research question across the stages of stigmatization. Three 
studies were therefore conducted: a systematic review that summarized previous research 
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regarding the association of general weight bias (stigmatization stages one to four) and 
socioeconomic status; a study that focused on the third stage of stigmatization, that is, 
separating “us” from “them” by applying an experimental approach, the dictator game; and a 
third study that investigated weight bias in the form of structural discrimination (i.e., the 
fourth stage of stigmatization). All three studies and their results are discussed in the 
following.  
 
7.1. Results of Previous Research  
As previous studies have stated, up to now, far too little attention has been paid to the ones 
who stigmatize (Link & Phelan, 2001; Tyler & Slater, 2018) and the role of their 
socioeconomic status (Puhl et al., 2011). To understand the relationship between weight bias 
and SES, this dissertation begins by summarizing and examining systematically the current 
state of research. And indeed, the systematic review revealed a lack of research in these areas. 
Although numerous studies were found that investigated weight bias and assessed the SES as 
an obligatory sociodemographic characteristic, the minority examined the association of both 
constructs. Considering the large body of literature addressing weight bias and that the 
systematic literature search was not limited by time constraints, the number of studies found 
can be classified as small. In addition, no clear pattern was found as to how weight bias is 
associated with socioeconomic characteristics. Of seventeen studies, six reported no 
significant association and eight were found to support the initial hypothesis, whereas two 
German studies contradicted it and a third German study reported contradictory findings.  
There are several possible explanations for these heterogeneous findings. One reason might 
be that the studies reviewed were conducted in countries with different cultural and 
governmental systems. For instance, Crandall and Schiffhauer (1998) outline ideologies that 
emphasize prejudices as an American tradition. These anti-fat prejudices have been discussed 
as a part of the American value system, which is best described by the Protestant work ethic 
(Crandall & Schiffhauer, 1998). Max Weber, one of the most important advocates of the 
Protestant work ethic, has put forward a theoretical framework (Weber, 2013) that can be 
allegorized in the saying that people forge their own destiny. Studies have shown that there is 
a link between weight bias and the ideological assumption that people get what they deserve 
and vice versa (Crandall, 1994; Crandall & Cohen, 1994; Crandall & Martinez, 1996). The 
initial hypothesis might therefore only be applicable for countries in which the Protestant 
work ethic is widespread such as in the United States (Brownell et al., 2010; Klein et al., 
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1982). A recent study (Kim et al., 2019) compared obesity stigma between the US and 
Germany and found stronger weight bias in the American sample. In particular, higher scores 
of items that assessed individual effort (e.g. willpower, self-control, activity level) and thus 
the concept of individualization and self-optimization were found to be significantly higher 
among the US sample. These findings underline the impact of the American value system and 
belief in self-fulfillment on weight bias. In such countries, the more powerful might 
particularly tend to blame and shame people for their putative self-inflicted condition. In 
contrast, in countries in which other circumstances are also considered to explain individual 
life situations, the hypothesis might be inverse. Considering the contradicting results in the 
German studies, it can be questioned whether a different value system might explain these 
findings. However, the systematic literature search found only three studies that were 
conducted in Germany. Moreover, the study conducted by Kim et al. (2019) found stronger 
weight bias among people with higher education in Germany and a reverse association in the 
US. Since this study was published after the completion of the literature search, it was neither 
included nor considered for the systematic review. Based on this insufficient and inconsistent 
study situation, it was further aimed to exploratively investigate the association between SES 
and weight bias and its direction. Another possible reason for the contradictory findings might 
be found in the methods and instruments that were used to measure weight bias. Although all 
of the studies used surveys to assess weight bias, several different types of instruments were 
applied. According to Rugs et al. (2010), using surveys to measure weight bias has several 
disadvantages (e.g., bias responses) because of self-report measurements and social 
desirability as well as a lack of causal inference. To avoid these issues, the authors propose 
including experimental manipulation to assess weight bias within questionnaires (Ruggs et al., 
2010). The second study conducted in attempted to address some of the issues outlined.  
 
7.2. Stigmatization on an Individual Level  
The systematic review has raised the question of how cultural beliefs might have yielded 
contradictory findings. To address this issue, the second study focused only on a German 
sample. Furthermore, the review has not only identified a great variance of instruments used 
but also a wide range of ways that stigmatization and discrimination were defined. To narrow 
the broad definition of stigmatization, the second study focused on the third stage of 
stigmatization (Figure 2), which is characterized by an ingroup/outgroup separation (Link & 
Phelan, 2001). Moreover, Ruggs and colleagues (2010) have recommended an experimental 
manipulation to assess weight bias in order to avoid biased responses. As experimental 
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manipulation, the dictator game developed by Kahneman et al. (1986) was implemented 
within the questionnaire. To our knowledge, no other study has used the dictator game as an 
experimental approach to investigate weight bias by lacking altruistic behavior toward an in- 
and outgroup defined by weight status. However, the study conducted did not reveal divergent 
altruistic behavior toward people with obesity compared to people of normal weight based on 
participants’ socioeconomic status. The only significant association found was between 
explicit anti-fat attitudes (measured with the Fat Phobia Scale (Bacon et al., 2001) and 
differing altruistic behavior toward an opponent with obesity compared to an opponent 
without obesity. 
Since this study attempted to investigate the third stage of stigmatization and its association 
with SES, a conforming theoretical framework was applied. It was assumed that people of 
normal weight would consider themselves to be in an ingroup with opponents of the same 
weight group. It was respectively expected that opponents with obesity would be considered 
members of an outgroup. Previous research has shown how subtly differences among 
individuals have an effect on their behavior and their willingness to cooperate (Chen & Li, 
2009). Tajfel and Turner (1979), for instance, stated that individuals’ altruistic behavior might 
differ toward members of an ingroup compared to members of an outgroup. On the other 
hand, Crandall discussed social ideology as the prevailing factor that might explain prejudices 
and states “people are motivated more by ideology and beliefs than by self-interest. This 
suggestion is in contrast to realistic group conflict theory (Sherif & Sherif, 1963), which 
suggests that competition over resources leads to prejudice toward out-group members” 
(1994, p. 882). In other words, people would rather stigmatize based on their beliefs, whereas 
stigmatization based on ingroup/outgroup distinction plays not the (prevailing) role. Further 
studies should be carried out in order to test both theoretical frameworks as a potential 
determinant.  
Apart from these theoretical considerations, the methodological shortcomings of this study 
need to be addressed. Although the aim was to overcome some of the issues that were 
previously revealed by the systematic review, the study conducted is restricted and limited by 
methodological shortcomings. The most important limitation lies in the fact that the 
experimental manipulation applied was not as nonobvious as intended. The manipulation 
check showed that the majority of participants correctly anticipated the intention of the 
experiment. Secondly, the entire experimental setup might have conveyed the impression of 
transparency or rather a lack of anonymity. In turn, this perception might have inhibited 
respondents from freely expressing their weight bias. In 1994, Crandall (1994) argued that 
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weightism (the term under which he summarizes anti-fat prejudices) is not punished based on 
social desirability as much as racism. However, this position might have changed over the last 
few decades, for example, because of the body positivity and fat acceptance movements and 
campaigns. Another source of weakness in this study that could affect its informative value 
was that the external validity of the experimental manipulation must be questioned. This 
potential shortcoming was already addressed by Ruggs et al. (2010), who stated that 
experimental manipulation within questionnaires are insufficient to show weight bias since 
these responses might be different from real-life (face-to-face) interactions. A lack of face-to-
face interactions might therefore diminish the external validity of experimental manipulations 
within questionnaires. Further experiments using either experimental setups that employ a 
better method to conceal their intention or field experiments that would ensure a higher 
external validity could shed more light on altruistic behavior toward different weight groups 
and the role of SES. Moreover, it should also be discussed whether stigmatizing attitudes 
would come to the surface in a one-on-one situation. Despite the fact that the participants only 
met their opponent in a video sequence and not in person, being confronted by a single 
individual might cause participants to refrain from stigmatizing. Interacting with “faceless” 
outgroup, in turn, might encourage participants to stigmatize. In consideration of these 
potential limitations, the final study intended to assess weight bias on a more structural or 
rather hypothetical level that focuses more generally on people with obesity. 
 
7.3. Stigmatization on a Structural Level  
As outlined, the final study was conducted to test whether participants of normal weight 
would suggest that people with obesity pay a higher contribution rate to cover their health 
insurance. Although only one-quarter of participants suggested higher contribution rates for 
people with obesity, overall, the study revealed significant differences between the suggested 
health care contribution rate for people with and without obesity. However, these findings 
were found to be unrelated to the participants’ SES. Explicit and implicit anti-fat attitudes 
were instead found to be associated with the suggestions to charge people with obesity a 
higher contribution rate. As I have already explained in the introduction, the second and third 
study was conducted using the same convenience sample. This sample does not represent the 
German population with regard to socioeconomic variables and therefore does not allow 
inferences about the German population to be drawn. Both studies conducted (Bernard et al., 
2019b, 2019c) were related to monetary outcomes. With respect to the research question, this 
is a major limitation of both studies. Considering the underlying idea and setup of both 
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studies, the question remains whether participants with lower income would stigmatize people 
with obesity more based on the assumption that they had a direct (i.e., total) (Bernard et al., 
2019b) or indirect (i.e., relative) (Bernard et al., 2019c) financial advantage by doing so. The 
initial hypothesis assumed stronger weight bias among people with higher SES. However, 
based on the findings of the systematic review, this assumption was questioned with regard to 
cultural and governmental context. The two empirical studies sought therefore to test the 
hypothesis exploratively. Based on methodological shortcomings the question remains 
unanswered. 
However, the systematic review emphasized the importance to extend stigma research from a 
sociological perspective. For instance, Tyler and Slater (Tyler & Slater, 2018) have 
encouraged to rethink stigma after Goffman. They have questioned Goffman’s (Goffman, 
1963) approach to limit stigma research on a micro level, which excludes the economic and 
political context that, in turn, can be seen as influencing factors for behavioral settings (Tyler 
& Slater, 2018). Instead, they follow the line of Kusow who advocates identifying the “social 
and social structural conditions” that manifest the interrelation between individuals and 
society (Kusow, 2004, p. 195; Tyler & Slater, 2018). Stigma research should thus be extended 
(or reoriented) to focus more strongly on the meso and macro levels of socio-cultural 
structures and power (Bonnington & Rose, 2014; Tyler & Slater, 2018). Reorienting stigma 
research on a meso and macro level, however, comes along with a wide range of possible 
confounding factors, such as “history (time), geography (place), politics and economic 
conditions” (Tyler & Slater, 2018, p. 731). Stigma might thus arise, shift, and take different 
shapes depending on varying contexts of culture and politics (Parker & Aggleton, 2003). 
Stigma might not only be a product of cultural and political structures but might also be a 
driving factor to exercise power. Research on the power of stigma has already been outlined 
(Link & Phelan, 2014). However, stigma was merely understood as an instrument to wield 
power by an individual rather than the power of (governmental) institutions (Tyler & Slater, 
2018). In order to address this shortcoming, sociological stigma research should focus on key 
questions that have been previously disregarded, for instance, how stigmatization might be 
used on a social, political, and economic level (Tyler, 2018; Tyler & Slater, 2018). For 
instance, Parker and Aggleton emphasized how “stigma feeds upon, strengthens and 
reproduces existing inequalities of class, race, gender and sexuality” (Parker & Aggleton, 
2003, p. 13). The concept of the power of stigma (Link & Phelan, 2014) should thus be 
adjusted in the way that stigma is also viewed as a political instrument that enables “the 
structures, mechanisms, and justifications of power to function” (Foucault et al., 2008, p. 85).  
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A definition to describe the structural dimension of stigma was proposed by Hatzenbuehler 
and Link who referred to structural stigma as “societal-level conditions, cultural norms, and 
institutional policies that constrain the opportunities, resources, and wellbeing of the 
stigmatized” (Hatzenbuehler & Link, 2014, p. 2). Although research on structural stigma has 
recently gained more attention, the field is relatively new and many research questions 
remain. For example, structural stigma research on mental illness and sexual orientation has 
begun, whereas other fields such as the structural stigma of obesity have not yet been in the 
focus (Hatzenbuehler, 2016). 
Following this line of argumentation, stigma interventions that aim to change individual 
behaviors and beliefs might be short-sighted and ineffective if political and cultural structures 
remain unchanged. Puhl et al. (2020) argue that the persistence of weight stigma could be 
traced back to insufficient structural efforts to overcome weight bias. Shifting, however, the 
focus toward individuals and institutions that stigmatize and address therefore anti-fat 
attitudes, behaviors, and structures might be a more effective intervention to reduce the 
stigma of obesity (Pearl, 2018). Moreover, Tomiyama argues that focusing on the ones who 
stigmatize rather than on the ones who experience mistreatments can be viewed as the more 
ethical approach because it would shift “the burden of change” from those affected to the ones 
who stigmatize (Tomiyama et al., 2018, p. 3). Weight bias should not be tolerated. In a 
consensus statement, several scientists of numerous research fields have thus unanimously	
recommended policies that prohibit weight-based discrimination to diminish weight-related 
inequalities (Rubino et al., 2020). Changing social and political structures (Pescosolido & 
Martin, 2015) might be a promising approach to reduce stigma, its consequences for those 
concerned, and thus the resulting social inequalities (Pearl, 2018). 
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8. Conclusion 
Obesity is a disease that notably affects those concerned through a downward spiral of 
physical impairment, a lack of effective universal intervention programs, blame, and shame. 
Considering the negative association between obesity and SES, the stigma of obesity does not 
only reflect social inequalities but also strengthens them. Apart from the individual 
consequences for those concerned, obesity must be viewed as a macrosocial challenge. Given 
the high number of people living with obesity and the numerous obesity-related 
comorbidities, health care systems such as the German system are confronted with a 
tremendous economic burden (Konnopka et al., 2011). However, this economic burden is not 
only the result of obesity and the comorbidities themselves but might also be the result of 
ubiquitous stigmatization and discrimination of those concerned (Singh et al., 2019). It 
is therefore all the more important to reduce the obesity-related stigmatization through 
effective interventions to improve not only the well-being of people living with obesity but 
also to reduce health care expenditures.  
The focus in previous stigma research has emphasized the recipient of weight-based 
stigmatization from a psychological point of view. However, to date, far too little attention 
has been paid to the sociological perspective. Key questions addressing the sociological 
dimensions of stigma research (e.g., by whom stigma is imparted and to what extent the 
socioeconomic status determines weight bias) have been largely neglected. A systematic 
understanding of how socioeconomic status contributes to weight bias is still lacking. In 
particular, research has raised the question of whether SES and weight bias are associated and 
if so whether the constructs are negatively or positively correlated (Puhl et al., 2011).  
This dissertation sought to obtain and summarize data that would help to address this 
question. In this respect, as theoretical framework sociological theories and concepts were 
applied that suggest the wish for differentiation toward outgroup members (i.e., people with 
different SES and assumingly corresponding weight status). Based on this key assumption, it 
was initially hypothesized that people with higher SES tend to stigmatize people with obesity 
much more strongly. To test this hypothesis, three studies were conducted. The first was 
applied to summarize and discuss the current state of research systematically, whereas the 
second and third study tested the hypothesis in an explorative manner.  
The systematic review showed that to date only a limited number of studies have been 
conducted that have addressed the association between SES and weight bias among the 
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general public. Apart from six studies that did not report a significant association between 
SES and weight bias, the review found contradictory results among studies that did find a 
significant association. The single most striking observation to emerge from the data 
comparison was that heterogeneous findings were found across countries. In Germany, for 
instance, a reverse (i.e., negative) correlation between SES and weight bias was found. This 
remarkable outcome was seen as a result of different cultural perspectives and value systems 
(see Discussion). The systematic review has thus posed many questions that are in need of 
further investigation. 
The second and third study therefore carried out an explorative investigation to test the 
proposed hypothesis. Both studies were conducted only in Germany using the same German 
sample and focused on different dimensions of stigmatization. The second study conducted 
analyzed differences between ingroups and outgroups in a one-on-one situation, whereas the 
third study aimed to asses’ structural disadvantages toward a stigmatized outgroup in general. 
Although both studies revealed weight bias, no association between SES and weight bias was 
found. These findings might be less conclusive due to the methodological shortcomings that 
have been comprehensively discussed. Based on these considerations, the hypothesis that 
there is a relationship between SES and weight bias should however not be rejected.  
Considerably more work will need to be done to determine whether there is an association 
between SES and weight bias and under which circumstances (e.g., underlying cultural and 
value systems) they occur or vanish. The next logical step would be, for example, a cross-
national study involving representative samples and gathering a broad range of confounding 
factors.   
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In view of the high number of people living with obesity, obesity must be considered a 
worldwide health issue. Apart from physiological impairments and co-morbid diseases, 
obesity has also a negative impact on the psychological well-being of those concerned. People 
with obesity are negatively affected on the social level due to obesity-related stigmatization. 
Perceived stigmatization can lead to negative (health) outcomes such as unhealthy eating 
habits, decreased physical activity, and psychological disorders that, in turn, might cause 
further weight gain. The focus in previous stigma research has emphasized the subject of 
weight-based attacks (i.e. people with obesity) from a psychological point of view, whereas 
only  little attention has been paid to the sociological perspective. Up to this date, the 
understanding of stigma in the previous research has thus been limited by neglecting key 
questions such as where and why stigmatizing attitudes evolve, how and by whom stigma is 
created and imparted, and to what extent the socioeconomic status (SES) determines weight 
bias. Identifying stigmatizing groups and addressing the sociological dimensions of stigma 
research could not only contribute to a more comprehensive understanding of stigma but 
might also improve the development of effective interventions. The general aim of this 
dissertation project was therefore to identify social groups that stigmatize and discriminate 
against people with obesity.  
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Within the systematic literature review (Bernard et al., 2019a) a comprehensive summary of 
published literature targeting the association between weight bias and SES in the general 
population was provided. The studies that were included used a wide range of instruments to 
assess weight bias. These different measurements have led to an impeded comparability and 
hence to limited generalizability. Therefore, the studies were analyzed based on the form of 
weight bias (i.e., stigmatization and discrimination) and SES (i.e., educational attainment and 
level of income). The systematic review revealed no clear pattern of how SES and weight bias 
are correlated. Six of a total of seventeen studies showed no significant association between 
SES and weight bias. The remaining eleven studies indicated contradictory findings that 
varied between countries. In fact, the studies that were conducted in Germany showed a 
reverse association between SES and weight bias than initially expected, i.e. stronger weight 
bias among people with lower SES. These contradictory findings across countries were 
discussed as a result of disparate cultural systems and consequently differing values.  
The empirical cross-sectional study (Bernard et al., 2019b) provided data from Germany 
focusing on weight bias in the form of non-altruistic behavior. It was aimed to assess if and to 
what extent people of normal weight would express weight bias in the form of (non)altruistic 
attitudes toward people of different weight groups. Further, it was aimed to investigate 
whether socioeconomic factors, i.e. educational attainment and level of income have an 
impact on altruistic behavior and if there is a positive or negative association. Therefore, an 
experimental manipulation (i.e., the dictator game) was implemented within the questionnaire. 
A digital survey was conducted that assessed data of n=168 participants from a German 
convenience sample. The findings of the experimental study revealed no discriminating 
behavior among varying status groups in an interpersonal setting. Methodological 
shortcomings particularly concerning the experimental setup were considered causes for 
insignificant findings. Moreover, it was discussed whether weight bias would occur in a one-
on-one setting. Therefore, another empirical study (Bernard et al., 2019c) using the same 
convenience sample was conducted to investigate weight bias on a more structural level. The 
public’s opinion toward health insurance contributions for people with and without obesity 
was assessed. Since for Germany no data were available that investigated this connection, a 
pilot study was conducted. Apart from socioeconomic factors, other associated variables such 
as anti-fat attitudes were included. Although we found that participants suggested higher 
contribution rates for people with obesity, the socioeconomic status was not significantly 
associated with weight bias. Again, methodological shortcomings must be addressed. In 
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particular, the sampling must be viewed as a major limitation since it cannot be considered a 
representative sample with regard to age, educational attainment, and income. 
A lack of studies focusing on the sociological dimension of obesity-related stigma research 
became evident. The research question whether and to what extend SES and weight bias are 
associated could not be answered in a sufficient manner. However, this thesis has not only 
demonstrated that there is an urgent need for further investigation but has also raised many 
questions where further research should begin. For instance, future studies should particularly 
focus on the role of cultural and governmental structures as underlying mediating factor that 
might influence the association between SES and weight bias. Considering these assumptions, 
the search for effective anti-stigma intervention should not only focus on individuals but 
should also be extended to governmental structures. A political climate that reinforces the 
idea of individual responsibility as a prevailing determinant might strengthen weight bias. 
Investigating this assumption might be a starting point for anti-stigma campaigns. 
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